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formed scar tissue had already stretched ; but on ex-
amining the parts carefully with a magnifying glass I,
found that the whitish area which I had considered to
be made up entirely of scar tissue was by no means
cicatricial in all its parts, for,
while the upper part was a
linear cicatrix, the lower part
was simply normal scalp with-
out hair! In other words,
the upper part of the whitish
area was cicatricial and the
lower part bald. The scar
therefore had not stretched
at all 1 (See Fig. 1.)But how to account for the
baldness ? The hairs which
originally occupied the bald
area must have fallen out
some time after the woundhad united, for I was confi-
dent that, after I had removed
all the dressings and stitches, there was no indica-
tion whatever of baldness anywhere near the wound.
Finally the real explanation came to me : the truth is
that when I was doing the little operation I had paid
no attention to the fact
that the hairs on tho back
of the head, being obliquely
attached from above down-
wards, have roots which
are likewise oblique (see
Fig. 2). I had made my
incisions in the usual man-
ner of incisions, that is, at
right angles to the surface
of the skin,—aud iu that
way had succeeded in cut-
ting off the roots of many
of the hairs, which hairs
came to the surface of the
skin below the edge of theincision. (A glance at
Figs. 3 and 4 will explain this more clearly.) After
the healing of the wound, all the hairs whose roots
had been thus cut off subcutaneouBiy naturally stayed
in place bo long as no traction was applied to them(see V ig. 5) ; but as soon
as they were pulled upon
— as in brushing the hair,
for instance — they came
out at once, leaving a broad
strip of baldness, as it were,
all along the lower border
of the cicatrix. (See Figs.
1 and 6.)
From time to time, since
I did this operation, I have
made it a point to exam-
ine scars in the hairy scalp,
and can state that iu al-
most all the cases where 1
have found a scar so placed
as to suggest that the orig-
inal incision must have divided some of the hair-roots,
1 have noticed a bald area on one sido or the other of
the real cicatrix, the whole thus giving the appear-
ance and effect of a larger scar than actually existed.
It would seem from this that most transverse scars in
the back of the head must be associated with a line of
baldness, while vertical ones are almost always free
from it; and clinical observation appears to establish
this point.
From all this it would therefore seem best, that,
whenever it is necessary for any cause to make an in-
cisión into the hairy scalp
in the back of the head,
and especially where it is
particularly desirable to
conceal the scar, the knife
should be held iu a posi-
tion at right angles to the
surface of the skin in cases
where a vertical incision is
to be made, but in a posi-
tion oblique in reference
to the skin whenever a
transverse incision is con-
templated ; that is to say,
as your knife blade goes
through the scalp keep itparallel to the roots of the
hairs, so aB not to divide them. This point may also
find its application in the treatment of scalp-wounds,
whenever it becomes necessary to trim the raw edges
of the wound before stitching them together.
If in the case just reported I had made the incision
obliquely in reference to the surface of the skin in-
stead of at right angles to it, I should probably have
had a result more like that shown in Fig. 7 than that
in Fig. 6.
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PARALYSIS FOLLOWING CEREBRO-SPINAL
MENINGITIS
PRELIMINARY REPORT
BY W. N. BULLARD, M.D., BOSTON.
I desire to call attention to certain forms of paral-
ysis occurring iu the course of cerebro-spinal meningitis
and continuing after the acute stage of the disease has
passed. These differ clinically from the ordinary
forms of paralysis in certain respects and do not en-
tirely correspond to the other forms of paralysis which
are commonly described in connection with this dis-
ease. All my cases have occurred in children.
These cases, while at times and in certain stages
precisely resembling cases of paralysis in anterior
poliomyelitis, are to be distinguished clinically from
the paralyses of infantile paralysis by the following
conditions :(1) Iu cases of paralysis following cerebro-spinal
meningitis we find that pain on passive motion of the
limbs persists to a degree rarely, if ever, found in an-
terior poliomyelitis. Such pain and tenderness some-
times exists during the acute stage of anterior polio-
myelitis for two or three days, but if it lasts much
longer than a week I am inclined to consider the case
as one in which the diagnosis is to be very carefully
examined. It íb not uncommon, on the other hand, for
great pain, on passive motion of the limbs or of certainjoints, especially the ankles, to exist in cerebro-spinal
meningitis one, two or more months after the acute
stage of the disease has ceased. Tenderness on press-
ure over the muscles also persists much longer thanin anterior poliomyelitis where it rarely continues
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much beyond the acute stage, but it does not laBt as
long as the pain on motion, active or passive.(2) The character of the paralysis also differs, atleast in the early stages, although later it is often
nearly indistinguishable. There is always a tendency
to spastic contracture in the early stages of the paraly-
sis of cerebro-spinal meningitis. This is sometimes so
marked that it is evident on casual examination
—certain portions of the limbs are flexed and there is a
decided muscular resistance to passive motiou due to a
permanent tonic contraction. More often, and par-
ticularly in the later stages, this tonic or spastic con-
dition is not so evident and shows itself only or prin-
cipally in the extreme degree of flexion (extension) at
the ankle-joint, the foot often being in a position of
equiuus, its axis almost in direct continuance of that
of the leg.(3) The knee-jerk is, on the whole, less affected
than in anterior poliomyelitis. In other words, there
seems to be a greater tendency to retain the knee-jerk. This is rather a question of degree than of
anything else and may have been accidental in ourpatients. I lay stress on it only in connection with
other symptoms. The knee-jerk is sometimes in this
affection, as in anterior poliomyelitis, totally abol-
ished.
(4) In addition to these clinical signs we have the
history of the initial attack to guide us. While cer-
tain cases occur in which it is difficult to determine the
character of the initial attack, as a rule the existence
of the retraction of the head and of contractures of the
muscles of the back or limbs, the continued presence
of extreme tenderness or pain on movement and the
duration of the acute stage of the disease enable us to
determine more or less accurately the character of the
case.
I have been accustomed to regard any case as sus-picious in which the acute stage lasted more than
seven days.
In conclusion, I should like to draw attention to the
fact that the conditions in these cases closely resemble,
if they are not identical with, those reported in certain
epidemics of so-called anterior poliomyelitis, and to
suggest that in some of these the disease, which as-
sumes a more fatal course than is usual in anterior
poliomyelitis, may really be cerebro-spinal meningitis.
Note. Since reading this paper I have seen ono of the casos
attacked in the Cherryneld epidemic, and its present condition
would tend to confirm the above view.
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Clinical Department
BROMOFOllM, CARBOLIC ACID, AND WHOOP-ING-COUGH— THE DANGERS OF EACH.
UY J. 8. STON1C, M. J>., BOSTON.
Several months ago 1 was called upon to treat
some small burns scattered upon the body and extremi-
ties of a girl of two years. In brief the history was
this : The child had suffered for weeks from a whoop-
ing-cough from which she had not yet recovered. In
the early part of the disease a physician who had seenher had prescribed a bromoform mixture. No marked
therapeutic effect was noticed until the bottle was
almost empty. A dose was given as usual one even-
ing. The child soon sank into such a profound sleep
that a physician living close by was at once summoned.On his arrival the child was considered dead. He
" pronounced " the case diphtheria. Iu fact he is said
to have averred that the child had died of the " black
diphtheria." Obviously there was no help for the
child. Prompt disinfection was essential ; otherwise
the whole family was doomed. Accordingly the phy-
sician bravely entered the room and sprinkled a liquidfrom a bottle over the bed on which the partly-covered
child was lying. While doing this, in order to avoid
as much as possible the risk of breathing in the con-tagion, he held a handkerchief over his nose on which
the mother said "ether or something of the sort " was
poured. The physician then retired.
Sorrow and anxiety prevailed throughout the house-
hold during the night. Next morning hope returned.The child, "dead from the black diphtheria," was dis-
covered to be still warm and was seen to move slightly.A third physician was summoned. The child recov-
ered so rapidly that in a few days she whooped as
loudly as ever. Meantime some burns had been
noticed about the hips and side, the thigh, the heel
aud the arm. They were small, round, deep and very
slow in healing.
At the end of six weeks financial considerations
compelled the family to call on me as the district phy-
sician. The ulcers finally healed, the whoop ceased,
and the child is now again in good health.
In regard to methods of disinfection comment is not
necessary. If this narrative impresses on any one thefact that bromoform, owing to itB high specific gravity,Bottles extremely rapidly and that, therefore, whilegiven safely if dropped on sugar, its use in mixture is
extremely dangerous, and if it further impresses thefact that liquefied crystals of carbolic acid, which
always settle out if the strength is more than one part
to twenty, produce burns which heal very sluggishly,it may be that the child did not suffer in vain.
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Medical Progress
REPORT ON PROGRESS IN OBSTETRICS
BY FRANK A. HIGGINS, M.D., BOSTON.
PUERPERAL SEPTICEMIA.
Mundíj,1 in the President's Address before the
American Gynecological Society, says that unquestion-
ably in the large majority of cases of puerperal sepsis
in private practice the infection comes from the fingers
or instruments of the physician or nurse, and this
statement applies not only to the poorer classes, but
to a certain extent to those in better circumstances.
It has been frequently stated that the women in
well-conducted lying-in aBylums are far safer from
puerperal infection than those who are attended in
their own homes. It is not only the hands and instru-
ments which may introduce the infection, but also the
clothing of the attendants, which may have been in
contact with some infectious case and which has not
been thoroughly cleaned and disinfected. Retention
of portions of placenta or clots or membranes does
not necessarily mean their decomposition and a septic
infection. This takes place only when the germs areintroduced from without. He is confident, however,
that it is not always the fault of either the physician
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